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Attribu6ons Others Assign to Depressed Individuals
Abstract
While there has been valuable research critical for furthering our understanding of how an
individual's social network affects recovery from depression, we need to know more about
the interplay of other people 's attributions and their rela1ionships wi th depressed individuals
that may impact recovery from the disorder. This research investigated causa l and
controllabil ity attributions that others assign to individuals wi th depression by distributing a
questionnaire to facu lt y and admin istrative staff at Eastem Michigan University to obtain
rati ngs of attributions for depression. The level of intimacy w ithin a relationship and t11e
severity of depression were related to others ' beliefs about the controllability of depressive
symptoms. Exploring these relat ionships may expand o ur understanding of how and w hen
specific attributi ons begin and how they change. This infonnation may be useful in
developing treatments for depression that not on ly he lp the individual suffering with the
d isorder but also others around the individual who are affected.
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Attributions Others Assign to Depressed Individuals
Attributions Others Ass ign to Depressed Individua ls and the Relationship to Severity of
Depressive Symptoms, Amount of Contact, and Familiarity with Depressed Ind ividuals
Int roduction
The purpose of th is thesis was to test the hypothesis that relationsh ip variab les, such
as the length of time a person has known a depressed person and the severity ofthe
depression, arc related to beliefs about the controllabi lity of specific symptoms. Differences
in these attributions were expected based on relationship variables. Exp loring the re lationship
between these variables and attributions may expand our understanding of how and when
specific attributions begi n and whether they change over time. Others' attributions for
depression may foster or hinder the process of healing in depressed individuals by creating an
environment of acceptance and understanding or one of hostility and criticism. The bidirectional inDucncc between depression and an individua l's social environment suggests
that researching the relationships between these dimensions may provide insight into
methods of treating depression that shorten depressive episodes and reduce relapse rates
(Casten, Rovner, Scmuely-Dulitzki, Pasternak, Pelchat, & Ranen, 1999; Ezquiga, Garcia,
Bravo, & Pallares, 1998; Klerman, Weismann, Rounsaville, & Chevron, 1996).
ineteen million adult Americans will have some form of depression each year
(Young, Wei nberger, & Beck, 2001). Developing new treatments for depression will have
far-reaching impact not only for depressed individuals but fo r mil lions more who are affected
by those with depression. The stress and strain caused by havi ng a family member with a
mental illness can be considerable and can lead to dysfunctional patterns of interaction that
can have adverse effects on the patient (Hill, Shepherd, & Hardy, 1998). Depressive
behaviors such as complain ing, Jack of interest in social life. fatigue, and feelings of
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helplessness may create difficulties within the fami ly. Excessive reassurance-seeking and
depressive mood contribute to negati ve partner attitudes (Benazon, 1998). Others may hold
the ill person responsible for his or her actions when they come to feel that certain behaviors
are under the control of the depressed person. In react ion to the affected individual 's
depressive behaviors, family members may become hostile, critical, or wi thdrawn from the
famil y member with a depressive disorder (Benazon, 2000; Coyne, Kessler, Tal, & Turnbull,
1987).

These studies suggest that there is a bi-directional influence between depression and
an individual's social environment. Major depression affects not only the individual
diagnosed with the condition, but also those around the person, which then creates patterns of
interacting that maintain depressive symptoms. There is a need for developing more
know ledge regardi ng the complex relationship between depression and its innuence on the
depressed individual's social support system. Research indicates that social support has a
strong relationship to recovery (Ezquiga, Garcia, Bravo, & Pallares, 1998). Moreover.
therapy aimed at the interpersonal contex t facilitates recovery and protects against relapse
(Klerman, Weismann, Rounsaville, & Chevron, 1996). Previous research gives su pport for
the potential of a theory of depression encompassing the idea that family members are
reactive to the presence of a depressive person in the household. Research ing the
relationships between attributions and various levels of exposure to depression may provide
insight into methods of treati ng depression that shorten depressi ve episodes and reduce
relapse rates.
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interpersonal Links
It is well known that life events and the social environment affect mood. Depression

ofien follows major negative life events such as divorce, death of a loved one, or loss of a job
(American Psychiatric Association, 2000). These events can cause changes in the
individual's social env ironment and, therefore, am individual 's mood. The strong inverse
relationshi p between the quality of close relationships and depressive symptomatology has
been demonstrated with research encompassing many types of subjects and across many
disciplines.
For example, Field, Diego, and Sanders (2001) identified parental relations, affection,
and intimacy as important contributo rs to the psychological health of adolescents. Critical
communicati on within the family has also been associated wi th poorer outcomes for
depressed youth (Asamow, Goldstein , Tompson. & Guthr ie, 1993). Social support,
particularly the size of the social network and everyday psychological support from a partner,
also has a strong relationship to incomplete recovery in major depression (Ezquiga, Garcia,
Bravo, & Pallares, 1998). Likewise, Cronkite, Moss, Twohey, Cohen, and Swindle (1998)
found that an individual without social resources is at considerable risk fo r partial or nonremission. As suggested by th ese examples, the link between depression and interpersonal
factors has important impl icatio ns for treatment.
The strong association between depression and social facto rs raises the question of
whether there is a causa l relationshjp. There may be a direct causal effect of interpersonal
dysfunction on depression, the depression may trigger relationship difficulties, or there may
be a bi-directional influence for both the disorder and the dysfunction. There is evidence of
an im pact of depression on c lose relationships as weLl as evidence of the impact of the
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interpersonal environment on depression. This leaves open the question of the direction of
the effect. Even when there are no existing causal factors, fami li al factors that exacerbate or
maintai n depression may develop over the course of the illness.
Bi-directional Influences

The research literature indicates that a reciprocal model of effect fo r depression and
interpersonal ractors is most promising. The environment affects mood; however, mood also
innu enccs social functioning and one's environment (Markowitz, 1998). For example, the
environment can affect mood when the actions of an overprotecti ve spouse create threats to
self-esteem and reduce feeli ngs of self-efficacy (Holahan, Moos, & Bonin, 1999).
Conversely, mood innuences the environment as the patien t and partner's moods become
correlated. Many stud ies have shown that significa nt others of patients with depression have
an increased risk for distress (Benazon, 2000; Coyne, Thompson. & Palmer, 2002; Coyne,
Wortman, & Lehman, 1988). For example, Coyne (200 I) found that subjects who had
spoken to depressive patients were more depressed, anxious, hostile, and rejecting. This
finding suggests that the environmental response to an indi vidual with depression may play
an important role in the mai ntenance of depressive symptoms.
People suffering fro m depression often engage in reassurance-seeking behavior in an
attempt to offset their feelings of hopelessness. Excessive reassurance-seeking and

depressive mood, however, contribute to negative partner attitudes (Benazon, 1998). ln a
study of dating relationships, men were more likely to exhibit relationship discord when
partners reported depressive symptoms, reassurance-seeking, and interest in negative selfrelevant feedback (Katz & Beach, 1997).

4

Attributions Others Assign to Depressed Individuals

5

Coyne, Kahn, and Gotlib ( 1987) describe an interactio nal theory that exp lains how
fami li es affect and are affected by depressed family members. Thi s interactional theory
suggests that the demands of depressed persons for reassurance and support contribute to
partner rejection. For instance, depressed indi viduals may be preoccupied with thoughts of
others leaving them. T heir excessive demands fo r reassurance may serve to decrease
empathy from nondepressed pa1iners wh ich, in turn, is perceived as a lack of support ,
worseni ng the depressive symptoms.
The reciprocal effect of env ironmen t and mood serves to maintain the illness. Livi ng
...vith a depressed individual creates an environmen t in which patterns of negativity, hostility,
and criticism may become pervasive. Il is not clear which aspects ofli ving wi th a depressed
person lead to negativity. Is it the closeness ofthe relationship, the amount oft ime the
individual has spent with the depressed person, o r the severity of the depression that leads
caretakers to feel resentful, host ile, or frustrated? This paper addresses thjs question by
evaluating aspects of living with a depressed person that relate to attributions that may affect
the interpersonal relationship.

Effects on Fam i~y Members
After findi ng out that a person they love !has been diagnosed with a mental illness,
fami ly members must Jearn to cope with intense emotional responses to the illness (Karp &
Tanarugsachock, 2000). They may also fi nd that they are caring for the individual without
much help, education, or training (Hill, Shepherd, & Hardy, 1998). Caretakers have to
monitor theirrelative's behavior whi le being extremely sensitive to their own reactions.
Caretakers often find that they have to "walk on eggshells" because of the depressed person's
sensitivity to critici sm, especiall y from partners (Hill, Shepherd, & Hardy). Attempts to
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support and care for the individual with a mental illness can fail as emotional
overinvolvement breaks down proper functioning within the fam ily (Coyne, Wortman, &
Lehman, 1988).
The effects on quality of life for fami ly members in terms of family relationships,
friends, social life, and work prospects are generally negative (Fadden, Bebbington, &
Ku ipers, l987; Hill , Shepherd, & Hardy, 1998; Yan·ow, Schwartz, Murphy, & Deasy, 1955).
When children are involved, parenting ro les may shift, with the non-depressed partner having
to assume more responsibility for the children in addition to taking care of the depressed
individual. Caregivers report stress, anxiety, and depressive symptoms of their own, as well
as negative effects on their self-esteem and confidence that often fluctuates with their
partner's mood stale (Hill, Shepherd, & Hardy, 1998).
The burden associated with having a fam ily member with a mental illness has been
well documented (Baronet, 1999; PerJ ick, Clarkin, Sirey, Raue, Greenfield, Struening, &
Rosenbeck, 1999). Tessler and Gamache (1994) rep01ted that lhe greatest caretaking burdens
fall on spouses and parents who live with mentally ill individuals. Coyne, Kessler, Tal, and
Turnbull ( 1987) fo und that living with a person in a depressive episode produces numerous
burdens in response to the patient's symptoms that lead to psycho logical distress of the
careg1ver.

These burdens and the resulting distress may create dysfunctions that affect the
course of the illness. Coyne, Wortman, and Lehman ( 1988) found that the quality of others'
involvement and support deteriorates over time. New patterns of relating within the family
may be fonned, resulting in a situation that exacerbates or majntains the depressive
symptoms.
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Expressed Emotion
One of the patterns of behavior in a family, which may be counterproductive to
recovery from depression, has been labeled expressed emotion (EE). Hooley and Campbell
(2002) describe EE as having three components: criticism, hostility, and emotional overinvo lvement. High levels of EE correspond to critical, hostile, and over-involved behaviors.
Low EE is characterized by empathic, calm, and respectful conduct (Leff, Kuipers,
Berkowitz, & Sturgeon, 1985). Research suggests that EE affects the course of illness and the
likelihood of relapse in depression as well as several other disorders {Asarnow, Goldstein,
Tompson, & Guthrie, 1993; Butzlaff & Hooley, 1998; Greene, 1998; Hooley, Orley, &
Teasdale, 1986; Licht, 200 1; Vaughn & Leff, 1976). In one 9-month fol low-up study linking
high levels or EE with relapse rates, none of the patients in a family with low levels of EE
relapsed, whereas 59% of persons living in a family with high levels ofEE relapsed (Hooley,
Orley, & Teasdale, 1986). Similarly, McCleary and Sanford (2002) found that high EE
within a family predicts a worse clinical course for depression, and low EE predicts
remission among an adolescent sample. In a study of patients with bipolar depression,
patients in families with more critical EE had more symptoms after ten months than those in
families with low EE (Greene, I998). Hooley and Teasdale (1989) studied the predictive
validity ofEE, marital distress, and patients' perceptions of criticism from spouses and found
that the single best predictor of relapse for unipolar depression was perceived criticism.
Ln addition, Butzlaff and Hooley (1998) found that the association between EE and
relapse was stronger for more chronically ill patients. Hooley, Orley, and Teasdale's study
( 1986) found that high EE, marita l distress, and lhe patient's perceptions of criticism by
spouses were associated with depressive relapse in patients who had been hospitalized for
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depression. A replication and extension of a study of hospita lized schi zophrenic patients
added a group of depressive patients. This study considered EE the best single predictor of
symptomatic relapse during the nine months afte r discharge from the hospital (Vaughn &
Leff, 1976).
High leve ls of EE may develop over time as family members are exposed to
depressive symptomatology. The depressive communication style (hostile, argumentative,
and demanding), self-disclosure, and negative facial expressions of individuals with
depression evoke unfavorable reactions (Schwartz, Fair, Salt, Mandel, & Klerrnan, 1976;
Waxer, J 974). Therefore, thi s inappropriate self-disclosu re and complaining guarantees the
pat1ner seeing and confi rm ing the individual 's negative qual ities. Jt becomes easier for
family members to deliver the desired negative feedback as they react to these depressive
symptoms. Individuals are espec ially sensitive to feedback if it comes from a close
relationship partner (Swann & Predmore, 1985). This change in family functioning may lead
to the development of high levels of EE that serve to maintain the iII ness.
Interventions to help friends and relatives caring for people with depression generally
share the core idea of reducing levels ofEE (criticism, hostility, and over involvement)
(Anderson, Hogarty, Bayer, & Needleman, 1984; Leff, Kuipers, Berkowitz, & Sturgeon,
1985; Vaughn, 1989). Family-based treatments that reduce EE have shown an associated

reduction in relapse rates (Asarnow, Tompson, Woo, & Cantwell, 2001). Thus,
understanding and recognizing the causes ofEE in families with a depressed loved one may
help in developing treatment programs that target specific beliefs and behaviors.
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Attributions
The adjustment for famili es of individuals with depression is difficult because of
enduring social and cu ltural sti gma and the tendency to perceive mentally ill persons as
weak, dangerous, and unpredictabl e (Crisp, Gelder, Rix , Me ltzer, & Rowlands, 2000).
Many people view depression as a sign of weakness, not an illness. Embarrassment, shame,
and denia l function to create a poor enviro nment for adjusting to li vi ng with a mentally ill
family member. In addition, many practitioners deal wi th famili es on the basis of etio log ica l
assumpt ions about their role in the causation of the illness. One study found that almost half
of social work practitioners believe that the aim o fth erapy for severe mental illness should
be to get fa mily members to recogn ize their own cu lpabili ty in thei r family member's illness
(Rubin, Cardenas, Warren, Pike, & Wambach, 1998), even though there are indi cations that
doing so would be ineffective, create stress and burden for the fam ily, and perhaps be
hann ful to the indi vidual with the disorder (Lefley, 1998). There is a currently a Jack of
deta iled information abou t the role that att ributions play in affecting relationshjps between
depressed and non-depressed individuals. Because information regarding how best to help is
insufficient, people sometimes do w hat is counterproductive for recovery from depression.
Caregivers' attributi ons about the cause of depression, as well as their beliefs about the
controllabi lity of various behaviors associated with depression. can be crucial in helping the

individual recover from depression.
This current project adds to the work that has already been done concerning
attributions by taking a c loser look at several dimensions. Studying how attributions are
related to exposure to mental disorders may help identify family members as secondary
victims to the illness regard less of the cause of the disorder. This may allow tbe therapist and
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the family to become partners in h·eatment. Using nonj udgmental psychoeducation and
teaching coping skills that foster recovery may lead to better outcomes for depressed
individuals.
Research has been conducted that suggests a link between attributions and the course
of the illness (Casten, Rovner, Scmuely-Dulitzki, Pasternak, Pelchat, & Ranen, I 999). In
Casten et al. 's study of geriatric psychiatry inpatments, having fewer depressive symptoms
that the caregiver perceived to be within the patient's control predicted remission of the
depression

at. discharge.

However, there are also studies that have found no link between

attributions and risk for relapse (Hooley & Licht, 1997; Licht, 2001 ). These conflicting
results may be due to differences in the composition of1he samples. The first study's sample

was composed of caregivers for geriatric inpat ien ts while the latter studies used participants
related to depressed individuals with a much lower mean age of whom only about ha lf had
been hospitali zed. Therefore, severity of depression and the level of exposure participants
had to the depressed individuals may account for the difference in results. Another possible
explanation is that the attributions under study were somewhat different. Are attributions
concerning the cause of the illness or attributions concerning the controllability of symptoms
more related to the course of depression? Different constructs of causal attributions and
attributions of controllability may have important implications for caregiver and patient
outcomes.
Many previous studies in this area of research have used a five dimensional model of
attributions composed of intemallextemal, globaUspecific, stable/unstable,
personal/universal, and controllable/uncontrollable dimensions. or some combination of these
dimensions (Barrowclough, Johnston, & Tarrier, 1994; Hooley & Licht, 1997; Licht, 200 I).
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Part of the difficulty in interpreting the results of these studies is that these dimensions are
often blun·ed. In many studies it is not clear \vhether participants are reporting causal
attributions for the disorder or attributions of responsibility for current sym ptoms. rn other
"ords, when a person attributes controllability to an individual wi th a mental illness, it could
mean tha t the ind ivid ual shou ld have been able to control the onset of the disorder, or that the
individual shou ld be responsib le for recovery from the illness or maintenance of symptoms.
Furthermore, attributions are sometimes blurred by defin ition. Individual s are
assumed to be responsible for internal causes whi le external causation reli eves the person of
responsibili ty for causi ng the prob lem. However, in some st udies, biological causes are
included in the internal dimension because the cause resides with the ind ividual. ln this case.
the assu mptions of the internal/external dimension break down because the individual may
not be blamed for a biological cause. Likewise, the stable dimension falls short when we
consider the case of laLiness. Stability is assumed to correlate with attributions of
uncontrollabi lity. However, habirual laziness is labeled as a stable attribution, and most
people would assume an indi vidual had control in this case.
Ln addition, co ntrollability beliefs appear to change over time. Volunteers working
with the mentally ill were given Rotter's Internal-External Locus of Control Scale before
their vo lunteer work began and three months later. Their pre-work sco res did not differ from
a control group. After working with the mentally ill for three months, the vo lunteers had
higher measures of interna l control than did the control group (Mi ller, 1974). This contradicts
the curren t thinking that people maintain an anributional style. Studyi ng whether
controllabi lity attributions change with various levels of exposure to depression may provide
some insight into better treatments for depression.

Attributions Others Assign to Depressed Individuals 12
Brickman et a!. 's attributional theory (Brickman, Rabinow itz, Karuza, Coates, Cohn,
& Kidder, 1982) suggests four models regarding personal responsibi lity that lake into

account the difference between blame and control. Blame is when an individual is held
responsible for the origin of a problem, a past event. Controllability is holding a person
responsible for the solution to a problem, a futu re event. People can believe that individuals
arc responsib le- or not- for future so lut ions regardless of whether they are responsible- or
not - fo r the cause of the problem. The moral model proposes that an individual is
responsible for causi ng and solving problems. The compensatory model suggests that
responsibi lity for solving, but not causing, prob lems lies with the individual. Responsibi lity
for causing problems, but not for the sol ution to the problems, is the theme of the
enlightenment model. Finally, the medical model suggests that an individual has no
responsibility for causing or solving their problems.
Klci nkc and Kane ( 1997) researched how people assigned responsibil ity for mental
disorders to individuals wi th mental health problems. In general, people assigned more
responsibility for solving problems than fo r causing them, consistent with the compensatory
model. Thus, the inconsistency in the research on causal attributions may be due to confusion
abou t att ributions regarding cause or solutions fo r problems as well as the beli ef that
attribut ions arc a stable style or trait.

Relalloll of Aflrihwions to Expressed Emotion
Coyne, Kessler, Tal, and Turnbull ( 1987) assert that while depression initially evokes
sympathy and support, it subsequently produces impatience, frustration, and withdrawal by
those in the environment as they come to sec the symptoms as' illfully unpleasant. Benazon
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(2000) foun d that those around the patient become hostile, critical, and withdraw from what

they see as morally weak behavior.
High levels of expressed emo tion (EE) have been li nked to familial attributions in
which menta ll y ill persons are perceived as being in control of and accountable for their
symptomatic behavior (Barrowc lough, Johnston, & Tarrier, 1994; Hooley & Campbell, 2002;
Licht, 200 1). rn a study of 43 spouses of psychiatric inpatients who met criteria for major
depressive ep isode, Hooley and Licht ( 1997) found that relatives who expressed hi gh levels
of EE attributed more contro l to their ill family mem bers. Criticism was the dimension ofEE
that was most strongly linked to these attributions of controllabi lity.
Because attributions are related to EE, we would expect measures of attributions to
have predictive power for relapse similar to EE measures. Yet previous research results are
inconsistent regarding the predictive value of attributions. Some studies have found that
attributio n dim ensions do not predict patient relapse (Hooley & Licht, 1997; Licht, 2001).
However, in a study of patients with schizophrenia, attributi on variables were better
predictors of relapse than were EE measures (Barrowclough, Johnston, & Tarrier, 1994).
Further study of attributional styles with depressed persons is necessary to clarify the
unexpected results.
H is probable that there are various dimensions that affect how much impact relatives'

attributions have on a depressed person. Although a relationship between high EE and
negative attributions has been established, Hooley and Campbell (2002) discovered that,
even among relatives with a negative attributional style, most believed the patient was
genuinely ill. Furthennore, the relatives believed that not all of the depressive symptoms
were under the patient's control. This suggests that fam ily members may have different
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attributions for the disorder in general than they have for specific symptoms of the disorder.
fn other words, causa l attributions may be independent from the controllability of symptoms.

SWJJmat:v of Current Literature
Psychotherapeutic intervention ai med at the interpersonal context can facilitate
patients' recovery from an acute episode of depression and may have preventative e ffects
against relapse (Klerman , Weismann, Rounsavi lle, & Chevron, 1996). Frank, Kupfer,
Wagner, McEachran, and Comes (1991) found th at patients w hose therapy focused o n
interpersonal factors had longer time before relapse compared to a group wi th less focu s on
interpersona l aspects of their li ves. The fact that these types of therapy are effective in
treating depress ion suggests that the familial env ironment must be a predominant fac tor in
any theory of depression.
Individuals who are significant in the lives of persons with depression have
something to contribute to the recovery o f the patients, but they are also likely to have unmet
needs themselves (Coyne, 1999). Because of the chronic nature o f depression and the burden
on those carin g for a relative with a mental illness, fam il y members need to leam skills to
help them cope. Hi gh levels of expressed emotion from famil y members have been
associated with depression but may be a response to the illness, instead of a causal factor.
One model suggests that mood influences environment, the environment influences mood,
and the cyclical effect serves to maintain the illness.
In sum, changes associated with depressive syn1ptomatology may set the stage for
negative familial behavior. Depressed persons may exhibi t depressive behaviors such as
complaining, social withdrawal, and fatigue, thereby inducing negative affect and rejection
from others. Ultimately, this pattern of responding may result in increased distress for both
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the patient and their social network by producing fam ily functioning difficulti es such as EE
and negati ve at lributiona l style.
These interpersonal dysfunctions can have a cumulative effect over time, turning into
ongoi ng pattems of behavior. These cycl es may ~ock depressed persons into longer or more
serious episodes of depression as well as increase the risk for future recurrent episodes.
Coyne and Benazon (200 1) ex plored the reasons why some people have longer periods of
rem ission between depressive episodes. They cautioned against conclud ing that poor marital
functioning causes a quicker relapse since th e facto r most associated with relapse was recent
recovery. However, the fact that there are di ffe re nces in the length of lim e people are
rem itted suggests the presence of mediating or moderating factors. Further exploration of
these factors may lead to a better understanding of the course of depress ion as well as a
means for improving the we ll-being of family members li vi ng with a depressed person.
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Purpose of Cun ent Study
The present study is concerned with the types of attributions pa11icipants make about
depression and whether relationship variables are related to differences in these attributions.
The literature is sparse concern ing the breakdown of attributions by type (causal or
controll abi lily) or by relationship vari ables (fammliarity, chronicity, etc.). In a study of 42
couples In which one member had depression, Hoo ley and Campbell (2002) reported no
relationship between attributions of control and the age ofthe patients or the length oftime
the couple had been married. There were differences by gender, wi th women being more
likely to attribute control to their spouse, and differences by the amount of time spent
together each week, wi th more time associated with lower attributions of co ntrol.
Two dimensions of attributions were ex plored in this study. Previous research by
Robinson ( L996) fou nd that biogenetic causa l attributions were the most high ly endorsed
responses for clients and family members who had been involved in a program emphasizing
a strong biological and genetic cause for depression. Likewise, more clients were found to
hold etiology beliefs simi lar to thejr therapist after counseling than before counseling
{Atkinson, Worthington, Dana, & Good, 1991). 1n addition, Read and Law (1999) found that
undergraduate students' eti ology beliefs changed after a series of four lectures presenting the
causes and so luti ons to mental health problems.
The implication is that causa l attributions may be related to the theoretical orientation
of the setting or therapist rather than other factors. It is likely that causal attributions may
develop through psychoeducation about menta l disorders, contact with mental health
professionals, and so on, rather than through any specific experiential variables. Attributions
regarding causality and controllabi lity are not necessarily related, even though previous
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researchers often inteq)reted attributions in that manner. In other words, an individual can
believe that depression occurs because of bad luck, yet also believe that personal con trol can
effect change. Therefore, controllability attributions were measured separatel y from causal
attributions. The first hypothesis suggested that causal attributions about the etio logy of
depression were expected to be unrelated to controllability attributions.
The second dimension of attribut ions explored pmticipants' beliefs about the
contro llability of depressive symptoms. Previous research reported that the more time
spouses spent together, the lower the attributions of control over behavior the spouse
assigned to the depressed partner (Hooley & Campbell, 2002). Moreover, the developmental
course of depression suggests that at the initial phases of depression family members may be
sympathetic to the person 's symptoms seeing them as products of the disorder and not within
the individual's contro l. As the disorder progresses, family members may become less
tolerant of symptoms, and believe the depressed individual is willfully engaging in these
behaviors. Nevertheless, as the di sorder con tinues and no change occurs, family members
may return to earlier beliefs about the controllability of symptoms.
Conseq uently, this study's second hypothesis is that the attributions participants make
concern ing depression are associated with the amount of contact that an individual has had
with depressed individuals, the severity of the depression, and the familiarity of the
individual to the depressed person. In other words, those who had closer relationships for
longer periods oftime with severely depressed individuals were expected to have different
attributions about depression than those who were Jess familiar with depressed individuals.
This was expected to follow a curvilinear trend; participants with moderate ratings on
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relationship variables would have higher controllability ratings than those with low or high
relationship variable ratings.
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Method
Participants

Many of the analyses conducted in this study used fo ur grou ps: no contact, mild,
moderate, and hi gh/severe contact with depressed individuals. Hypothesizing a moderate
effect size on dependent measures and conducting ana lyses with alpha set to 0.05, then an
80% chance of detecting a significant effect may be achieved with a sample size of forty-five

per group (Co hen, L992). Thus, the goa l was to recruit 180 to 200 participant s across groups.
Testing for curvilinearit y requires sampling across the entire range in a given context
in order to have enough pa11icipants in each area of the curve. Thus, using a convenience
sample rather than a cl inical sample was desirable fo r this study in order to acquire a full
range of exposure to depressed ind ividuals.
Pa11icipants included 209 faculty and admin istrative staff members at Eastern
Michigan University. One case was removed because the pa11icipant noted that their answers
renected a professio nal relationship rather than a personal relationship. Participants were
69.7% fema le, with one not indicating gender. Age was designated by category. There were

six participants aged 17-21 (2.9%), 30 indiv iduals aged 22-30 ( 14.4%), 52 individuals aged
31-40 (25%), 52 participants aged 41-50 (25%), and 67 participants aged 51 and over
(32.2%). One participant did not indicate an answer for the age item. Participants included
175 Whites/non-Hispanics, 17 Blacks, 4 Latinos/Hispanics, 5 Asians. and 4 Other, wi th 3

missing data on this item.
Measure and Procedure

Questionnaires were distributed to participants through departmental mailboxes. A
letter of introduction briefly described the study and provided instructions to retttm
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completed instruments through campus mail. Questionnaires were mailed primarily to nonacadem ic departments in an attempt to oversample individuals with a lower level of
education to control for the high leve ls expected within a un iversi ty setting. Each pattic ipant
anonymously and voluntarily fill ed o ut a questionnaire regarding their attributions for
causality and the amount of con trol th at they expect ind ividua ls to have over symptoms of
depression (see Appendix A for samp le ques6onnaire).
A self-repo rt questionnaire was developed to determine whether specific attributi ons
arc related to participant variables concerning their amount of contact with a depressed
individu al. Each participant was asked to indicate the demographic infom1ation of age, sex,
educational level, and ethnicity. In order to limit the study to att ributi ons for c linical
depression, the survey instructed participants to rate items with respect to a person that they
know who has been diagnosed wi th clinical depression, hospi talized, or placed on
ant idepressants for depression. Questions regarding relationships with depressed individuals
asked the participant to foc us on the one person who the respondent feels has the most severe
depression. The questionnaire also included an item regarding whether the participant has
ever personally been d iagnosed with clinjca l depression, hospitalized, or placed on
antidepressants for depression. This all owed for separate analyses to be perf01med for this
portion of the subject pool to detem1ine if personal experience affected the at-tributions that
people have for depression.

Relationship with depressed person. Items inquired about the respondent's
relationship to the depressed person, bow close the respondent feels to the depressed person,
how long the partic ipant has known that the person suffers from depression, how many
episodes of depression there have been since the respondent has knov.rn the person with

-
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depression, the typical length of the depressive episodes, a subj ective rating ofthe severity of
the depression, and whether the participant lived with the depressed individual while they
had a depressive episode. Respondents who do not know anyo ne with depression were
instructed to skip those questions and continue to the next section .

Controllability.

ext, respondents were asked to rate the amount of controllability

they believe a depressed irid ividual has over 15 symptoms of depress ion. T he items were
developed by the researcher. Ttems were chosen based on descriptors from the major
depressive episode section of the DSM -JV-TR (Ameri can Psychiatric Association, 2000).
Respondents w ho do not know a depressed individual were instructed to rate attributions and
contro llability items as they believed they would app ly to most individuals with depression.
The items were rated on a 5-point scale anchored by "no control

=5."

= I" ru1d '·complete co ntrol

In addition , items could be excluded by answering "not observed/ don't know."

Causality . Next, the participants were asked to rate the degree to which they agree
with seven statements concern ing the etiology of depression (e.g. Cl inical depression is due
to genetic/bio logical factors, chru1ce/bad luck, fam ily of origin conflict, etc.) using a 5-point
scale anchored by "strongly agree = 1" and by "strongly disagree = 5." These items were also
developed by the researcher. The items were chosen based on a review of the literature
concerning depression attributi ons. Fina lly, the survey asked respondents to estimate the
percentage to wh ich each of the seven causes is r,e sponsible for depression. Respondents
could assign each item any percentage value, including 0%, as long as the total for the seven
items was I 00% . Both questions instructed participru1ts to answer based on thei r beliefs about
the person that they knew with depression or, ifthe participant did not personally know

-

Attributions Others Assign to Depressed Individuals 22
anyone with depression , to answer based on how they believed it would apply to most
individuals vvi th depression.
The two ways of measuring causality were developed so people's beliefs about the
abso lute and relative contributions of genetics and other environmentaJ factors to depression
cou ld be explored. The absolute ratings and relative percentages cou ld also be examined in
terms

or age, gender, and education.

Attributions Others Assign to Depressed Indi viduals 23
Results
Prelimincuy Analyses

Principal components factor analysis was conducted to detennine if any underlying
factor structures exist for the fifteen controllabili ty variab les:

•

cryi ng (c1ying),

•

irritab il ity (irritah/e),

•

no interest in activi ties (no interest),

•

change in appetite (appetite),

•

insomnia (insomnia),

•

sleeping al l the time (sleeping),

•

too tired to get out of bed (tired),

•

fatigue that keeps no1mal acti vities from being accomplished (fatigue),

•

talk of worthlessness, hopelessness, or gui lt (hopelessness),

•

impaired concentration or decision-making (concentration),

•

talk of death or suicide (suicidal),

•

low self-esteem (self-esteem),

•

delusions or hallucinations (delusions),

•

complaining of aches (aches), and

•

social withdrawa l (withdrawaf) .

The initial analysis retained two components. The eigenvalue criterion was
considered unreliable because all but two communali ties were < .70. In addition, the
components were uninterpretable after Yarimax rotation. Therefore, the scree plot was
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examined to detem1ine the appropriate number of components to retain. This criterion
indicated that only one component should be retained. This component accounted for 50.44%
of the total variance in the original variables. There was a strong positive loading for all
fifteen items on this one factor indicating th at all the items measure the same construct (See
Appendix B. Table B I). Therefo re, a composite for controllability was created by computing
the mean of all fifteen items to obtain a rating for global controllability (M = 2.06, SD = .69).
Jf a participant endorsed some items as "not observed, don't know," those items were not
used to compute the mean. A minimum of seven items were required for this composite. Thi s
resulted in 25 participants with missing data. A reliability analysis revealed an alpha of .93
for the fifteen items.
In order to detem1ine which variables are most sa lient for attributions, exploratory
analyses were conducted to identify which variables shou ld be explored further. Correlations
were ca lculated for the controllabili ty attribution items and the items concerning the
respondent's relationship to the depressed person:
• how close U1e respondent feels to the d epressed person (close),
• how long the participant has known the person suffers from depression (time
ki10\-VIl),

• how many episodes of depression iliere have been since the respondent has known
the person with depression (episodes),
• the typical length of the depressive episodes (length ofepisode), and
• a subjective rating of the severity ofthe depression (severity).
Resu lts are shown in Appendix B, Table B2. Jn addition, ANOV As were conducted
to identify differences between the participants who lived with a depressed individual while
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they had a depressive episode and those who did not (lived with/did not live with) and
differences between ratings for vari ous types of relationships (relationship). There were no
differences in global cont rollabili ty ratings between those who li ved with a depressed
individual and those who did not, F(l, 121) - .03, p > .05. Differences in globa l
contro llabi lit y ratings by type of relationship approached significance, F(7, 11 5)

= 1.91,

p =.07. Given the preliminary results, relat ionship and severi ty of episode were exp lored in
depth.
The preliminary results suggested that there may be differences in beliefs between
those in various types of relationsh ips to a depressed individual. Additional post hoc testing
using the LSD method was conducted to identify which types of relationships were different.
Results arc shown in Appendix 8, Table 83. The data were manipulated in order to combine
participants who had sim il ar responses for controllability beliefs and create categories with
sufficien t numbers of participants. Using the results from post hoc testing, a new variable
was created combining those wi th a spouse or parent (14.4%, 11

=

30), those wit h a child or

sibling ( 15.9%, n = 33), and those with other types of relationships (36. 1%,
separate categories. Those who do not know someone (33.2%,

11

11

= 75) into

= 69) were used as the first

category in this new variable (relationship4) in order to include participants with a full range
of experience to depression.
Differences between Those Wh o Knew Someone with Depression and Those Who Did Not

The abso lute ratings (P lease think about the follow ing items and rate the extent to
which you agree with each statement using the follow ing scale) and relative percentages
(Please estimate the percentage to wiLich each ofthe causes listed below is responsible for
depression in the person that you know ) for causal beliefs were examined for differences
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between participants who knew someone with depression and those who did not personally
know anyone with dep ression. lndependent samples t tests for differences in absolute ratings
of causal beliefs showed that individuals who knew someone were significantly more likely
to rate geneti c/biological factors, 1(202)

=

3.79, p < .00 I, conflicts within the family of

origin, 1(203) = 3.64, p < .00 I, and con Oict with o thers, /(202) = 2.70, p < .01, as more
likely to have caused the depression than those who did not know anyone with depression.
The ratings for all 7 items are reported in Table I.
Table I
Causal Ratings (or Those Who Know and Do Not Know Someone with Depression.

Know Someone

Do not know someo ne

Causal variab le

M(SD)

M(SD)

Environmental

4.18 (0.8 1)

4.09 (0.70)

Genetic-biologica l **

4.04 (0.90)

3.48 (1. ] 6)

Family of origin conflict**

3.92 (0.84)

3.45 (0.95)

lntrapersonal

3.84 (0.85)

3.64 (0.85)

ConOict with others *

3.76 (0.95)

3.37 ( 1.08)

Chance

2.12 ( 1.16)

2.25 (1.08)

Higher power/evil

1.85(1.13)

1.72 (0.99)

Note. Ra ungs were made on 5-point scales ( I = strongly disagree that variable is the cause of depression,
5 =strongly agree that variable is the cause) .
• p < .01.

** p < .001.

Independent samples r tests for differences in the relati ve percentage of causation
participants reported resulted in only one cause showing significant differences between the
groups. Those who knew someone with depression reported that a significantly h igher
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percentage of causation was due to conflict within the family of origin than those who did not
know anyone with depression, t(l, 196) = 2.69, p < .0 I. The percentages for all 7 items are
reported in Table 2.
Table 2

Causal Percentages for Those Who K11o·w and Do Not Know Someone ldth
Depresston.
Know someone

Do not know someone

M (SD)

M (SD)

Genetic-biological

3 1.09 (26.87)

30.29 (25.87)

Envtronmental

22.38 ( 18.85)

23.03 ( 17.29)

Family of origi n confl ict *

16.9 1 (12.59)

12.19 (9.77)

1ntrapersona I

15.05(15.15)

15.50 (11.63)

Conflict with others

12.65 (11.06)

14.1 3 (1 2.55)

Chance

2.26 (4.56)

2.23 (4.78)

Higher power/ev il

2.22 (I 0.6 1)

3.74 (13.85)

Causal variables

Note Panic 1pants could ass1gn any percentage between 0 and 100 with mstructions that all 7 percentages
should total 100 .
• p < .01.

[ndependent samples t tests were also conducted for the 15 controllability items and
the global controllability composite to determine if there were differences in controllability
attributions between those who knew someone \Vith depression and those who did not know
anyone. There were no significant differences in global control lability attribution ratings
between those who kne' someone with depression and those who did not, p > .05. T tests on
individual controllabi lity items did reveal one significant difference between the two groups.
Those who knew someone wilh depression were more likel y to believe the individual had
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1110re

control over delusions and hallucinations than did participants who d id not know

anyone with depression, 1(1, 123) = 3.47, p < .0 1. The resu lts for all 16 variables are shown
in Table 3.
Table 3

Conrrollahility Ratings for Those Who Know and Do Not Know Someone with Depression
Know someone
M(SD)

Do not know someone
M(SD)

Globa l contro llability

2.08 (0.75)

2.04 (0.56)

Suicidal

2.74 (1.3 1)

2.54 (1.21)

2.42 (1.60)

1.53 (1.00)

Crying

2.32 ( 1.07)

2.07 (0.83)

Hopelessness

2.30 ( 1.06)

2. J 8 (0.98)

frritable

2.28 (0.92)

2.28 (0.82)

Tired

2.22 ( 1. 11)

2.29 (0.98)

Aches

2.13 ( 1.15)

2.25 (0.88)

Withdrawal

2.13 (0.96)

2.18 (0.98)

Sleeping

2.10( 1.09)

2.25 (1.00)

Fati gue

1.97 (0.98)

2.10 (0.99)

Self-esteem

1.95( 1. 10)

1.84 (0.92)

No interest

1.90 (1.00)

l.97 (0.92)

Concentration

l.89 ( 1.05)

2.10 (0.81)

Appetite

1.88 (0.96)

1.75 (0.83)

Insomnia

1.64 ( 1.02)

1.44 (0.76)

Contro llabil ity
attributions

Delusions

*

Note. Ratings were made on 5-point scales ( 1 = no control over symptom, 5 = complete control over symptom).
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• p < .01.

It is worth noting that al l of the items regarding attiibutions for the conh·ollability of
depressive symptoms had relatively low ratings. Most of the means for these items fell
around a descriptor indica ting that individuals have only a little control of the symptom. In
other words, most parti cipants do not believe individuals are able to control the symptoms of
depression.
Because there appeared to be some differences between those who knew so meone
with depression and those who did not, the remaining analyses were conducted both with the
entire sample and with onl y the portion of the sample who reported a personal relationship
with a depressed individual.
Relationship of Causal and Controffahility Attdbutions

Analyzing the entire sample, bivariate con·elations for the relationship of the absolute
causal ratings and global controllabi lity attributions suggested that the belief in chance,
r( 183) = 0.20, p < .0 I, is related to how much control participants believed individuals had

over all the symptoms of depression. Subjects who rated chance higher as a cause of
depression were more likely to believe individuals have control over their symptoms.
Correlations for all causal beliefs and individual controllability items are listed in Table 4.
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Table 4
Correlations between Absolute Causal Ratings and Controllability Attributions for the Whole
Sample.
Attributions

Biogenetic

Chance

Family
of origin
conflict

Conflict
w/ others

Higher
Environpower/eviI ment

Intra·
personal

Global
controllabil ity

-.05 ( 182)

.20 ( 183)**

.04(183)

.03(183)

.07 (182)

.05 (183)

.14 (179)

Crying

-.02 ( 177)

.04 ( 178)

.00 ( 178)

.OJ (178)

.04(176)

-.06 ( 178)

.09(174)

lmtablc

-.06( 183)

. I0 ( 184)

. 10 ( 184)

.03 (184)

.01 (1832)

-.09 (184)

.12 (180)

-. 12( 183)

.11 ( 184)

.05 ( 184)

-.00 ( 184)

.04 (183)

-.03 (184)

.13 (180)

Appelite

-.09 ( 175)

.19 (176)*

.0 1 ( 176)

-.00 ( 176)

.17 (175)*

.02 (176)

-.03 {172)

Insomnia

-. 18 ( 163 )*

.18 ( 164 )*

.04 (164)

.06 (164)

.18 (163)*

.09 (164)

.07 (160)

Sleeping

-.06( 17 1)

.10 (172)

.06{172)

-.05 ( 172)

.05 (171)

.07 ( 172)

. II (168)

Tired

-.08 ( 169)

.17 (170)*

.08 (170)

.02 ( 170)

.07 (169)

.01 (170)

.05 (166)

Fauguc

.01 {175)

.13(176)

.03 {176)

.06(176)

-.02 ( 175)

.01 (176)

.09(172)

Hopelessness

.06 (183)

. I I ( 184)

.05 (184)

.06 {184)

.00 ( 183)

.08 {184)

.I0 ( 180)

Concentration

-.05 ( 184)

.20 (185)**

.00( 185)

-.02 ( 185)

.13 (184)

.09(185)

.20 (18 1)**

Suicidal

.01 (160)

.l0(161)

.04 (16 1)

-.00 (161)

-.05(159)

-.00 (161)

.05 ( 157)

Self-es teem

.05 ( 186)

.09 (187)

.04 ( 187)

.02 (187)

.00(185)

.14 (187)*

.24 (184)**

Delusions

-.02 ( 124)

.27(125)**

.09 (I 25)

.07(125)

.18 {124)*

.07 (125)

.07 (12 1}

Aches

-.07 ( 165)

.17 (166)*

-. 13 (166)

-. 10 ( 166)

.04( 164)

-.10 (166)

-.06 (162)

Withdrawal

.04(186)

.0 1 {186)

.06 ( 186)

.II (186)

.04 (185)

.04 (186)

.15 (182)*

o interest

Note. Participants were allowed to answer ··not observed/don't know'' for the controllability attributions and
these were excluded from analyses.

1

for each set of variables is in parentheses.

* p < .05. ** p < .0 I.
When relative percentages were explored, a significant association was found
between relative percentages of causality for two of the etiologies and global controllability
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ratings: biogenetic causes, r(l76) = -0.14, p < .05, and intrapersonal variables, r(176) == .17,
p < .05. Subjects who rated biogenetic causes high were more likely to believe that

individuals have less control over their symptoms, while those who rated chance or
intrapcrsonal variables high as a cause of depression were more likely to believe that
individuals have more control over their symptoms. Correlations for all causal beliefs and
individual controllability items are listed in Tab le 5.
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Table 5
Correlations between Causal Percemage Ratings and Controllability Auributions for the Whole
Sample.
Attnbutions

Biogenetic

Cha nce

Family
of origin
conflict

Connict
w/ others

Higher
power/evil

Environment

Global
controllability

-. 18( 176)*

.12(175)

-.0 1(176)

.05 (176)

.14 (176)

-.02 ( 176)

.17 (176)*

Crying

-.04 ( 171)

.08(170)

-.OJ ( 171)

-.02 (171)

. 15 (171)

-.08 (17 1)

.09 ( 171)

lmtable

-.12( 177)

.04(176)

.08 ( 177)

.08 (I 77)

.16 (177)*

-.09 ( 177)

.24 (J 77)**

-.12(178)

. 15 ( 177)*

.04(178)

.07 (178)

. II (178)

-.06 (178)

.12 (I 78)

Appetne

-.07 ( 169)

.24 ( 168)*

-.06 ( 169)

.06 (169)

.10 (169)

-.02 (169)

.02(169)

Insomnia

-.2 1 ( 157)*

.07(156)

-.04 ( 157)

-.07 ( 157)

.16 (157)*

.19(157)*

.02 (157)

Sleeping

-.10 ( 166)

.II ( 165)

.05 ( 166)

.00 (166)

.08 (166)

-.02 ( 166)

.09 (166)

Tired

-.19( 163)*

.18 (162)*

.II (163)

.13 (163)

.12 ( 163)

.04 (163)

.15 ( 163)

Fangue

-.17 ( 170)*

. 17 ( 169)*

.01 (170)

.05 (170)

.15 (170)

.00 (170)

.18 ( 170)*

Hope Jess ness

-. 12(177)

.04 ( I 76)

-.02 (177)

.04 ( 177)

.03 (177)

-.04 (177)

.13 (177)

Concentration

-.10 (178)

.03 ( 177)

-.08 ( 178)

-.01 (178)

.13(178)

.01 (178)

.II (178)

Suicidal

-. 13 ( 155)

.06 ( 154)

.03 (155)

.09(155)

.03 (155)

-.02 (155)

.04 (155)

Self-esteem

-.10(180)

-.07 ( 179)

-.07 ( 180)

-.07 (180)

.00 (180)

-.02 ( 180)

.22 (180)**

Delusions

-. 11 {12 1)

.04 (120)

.0 1 (12 L)

-.06 (121)

.I I (12 1)

-.02 (121)

.09 (121)

Aches

-. 12 ( 160)

.05 (159)

-.10 (160)

.04(160)

.21 (160)**

.00 (160)

.22 ( 160)**

Wuhdrawa l

-.07 ( 179)

-.03 ( 178)

-.01 (179)

.04 (179)

-.01 (179)

-.06 ( 179)

.08 (179)

o interest

Intrapersonal

No1e. Participants were allowed to answer "not observed/don't know" for the controllability attributions and

these were excluded from analyses.

• p < .05. ** p < .0 I.

for each set of variables is in parentheses.
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When onJ y those who know someone with depression were included in U1e analyses,
similar resu Its were found. Chance, r (122) = .2 1, p < .05, and intrapersonal, r( 120) = .20, p <
.05, etiologies given as abso lute ratings were associated with global controllability ratings.

For relati ve percentages, biogenetic, r( 116) = -.24, p < .05, higher power/evil, r(ll 6) = .20, p
< .05, and intrapersonal causes, r( ll 6) = .2 1, p < .05, were significantly associated with
global controllabi lity when on ly those who knew someone were included in the analyses.
Correlations fo r the abso lute and percentage ratings of causal attributions and global
controll ab il ity ratings when only those who know someone with depression were analyzed
are listed in Tab le 6.
Tab le 6
Corre/w ions bet ween Causal Ratings and Global Controllability Attributions for Those
Who Know Som eone with Depression.

Abso lute ratings

Percentage ratings

Biogenetic

-.03 (12 1)

-.24 (116)*

Chance

.2 1 ( 122)*

.13 (11 6)

Family of origi n conflict

.06 ( 122)

-.03(11 6)

Conflict w/ others

.08 (122)

.05 ( 11 6)

Higher power/evi l

.15 (12 1)

.20( 11 6)*

Environment

.09 ( 122)

-.04 (11 6)

Jntrapersonal

.20 (120)*

.2 1 ( 116)*

Note PartiCipants were allowed to answer "not observed/don't know" for the controllability attributions and

these were excluded from analyses.
• p < .05.

for each set of variables IS in parentheses.
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£fleers of Relationship Variables on Conrrolfability Arrributions
The type of relationship that a partici pant had with an individual with depression
affected the ratings for controll abi lity of symptoms. An analysis of variance, using four
groups of relationship (spouse or parent , child or sibling, other type of relationship, do not
know anyone with depression), showed significant differences in ratings for controllability of
symptoms by type of relationship to a depressed individual, F(3, 179) =3.25, p < .05.
Tukey' s post hoc testi ng indicated that those who evaluated a parent or partner (M =2. 10,

SD

.09) had signifi cantl y higher ratings for controllability than those who evaluated a child

or sibli ng, (M = 1.80, SD = . 12).
Seve1ity of episode and global controllability ratings were negatively correlated.
r( 122) = -.18, p < .05. In other words, when severity was rated higher, ratings of beliefs that
indi viduals could control their symptoms were lower. This relationship was tested for
curvil ineari ty. The resulls were nonsignifi cant, p > .05.

Effects oJOrher Participant Va riables
Anal yses were conducted to look at ratings of controllability attributions, absolute
ratings of causal beliefs, and relative percentages of causal beliefs comparing across age,
gender, and educational level. Because there were only six respondents between the ages of
17-21, these cases were co ll apsed into the category with those aged 22-30. There were no

signi ficanl di ffercnces in global controllability attributions by age, p > .05. When analyzing
abso lute causal ratings, the belief that family of origin conflict was the cause of depression
had significant differences by age, F(3, 201) = 4.83, p < .01, with participants aged 17-30

Attributions Others Assign to Depressed lndjviduals 35
(M == 4.06, SD

= .75) and 41-50 (M = 3.98, SD = .84) having ratings significantly higher

than those aged 51 and over (M

= 3.48, SD = .93). No differences by age were found when

exploring relative percentage of causal belief or controllabili ty attributions,p > .05.
Analyses by age were repeated after removing those who did not personally know
anyone wi th depression. Aga in, family of ori gin conflict was significantly different by age,
F(3, 132)

= 3. 17,

p < .05. Post hoc testing revealed that those aged 41-50 (M = 4.16,

SD = .76) gave a higher rating for causation attributed to family of origin conflict than the
group aged 51 and over (M = 3.66, SD = .88). There were no other significant differences by
age for causal or contro llability attributions.
Differences in ratings for global cont roll abi lity by sex were significant, F( I, 181) =
8.22, p < .0 I, wit h men (M = 2.30, SD

= .68) rating the symptoms of depression as more

controllable than did women (M = 1.98, SD

=

.68). For only those who knew someone with

depression, the differences were not significant but continued to trend towards men

(M =2.33, SD
3.89, p

= .75) attributing more control than women (M =2.01, SD =. 74), F(l, 120) =

= .05 1. For absolute ratings of causal attributions, there were significant differences

by sex for biogenetic causes, F( I, 202) = 5.44, p < .05, with women (M = 3.96, SD

=

.94)

being more likely to give higher percentages of biogenetic causation than were men
(M = 3.60,

SD

=

1.18). For relative percentages of causal attributions, there were significant

differences by sex for chance, F( l , 195) = 12.62, p < .00 1, and conflict with others,
F(l, 196) = 5.29, p < .05. Men (M= 3.99, SD

= 6.64) were more likely to give higher

percen tages of causation to chance than were women (M = 1.52, SD = 3.1 0) and more likely
to assign higher percentages of causation to conflict with others (M = 15.97, SD = 13.18;

M = 11.91, SD

= 10.6 1, respectively).
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After removing participants who did not know anyone with depression, analyses fo r
di fferences by sex were conducted. Measurable gender differences occurred solely within the
variab le assessing the relative percentage of causation for chance, F( I, 128) = 8.25, p < .0 I,
with men (M = 4.22, SD = 7.00) assigning a higher percentage of causation to chance than
did women (M = 1.62, SD

= 3.22).

Because only one case reported an educational level be.low high school and seven
participants had only a high school education, these cases were combined with those who had
some co ll ege educati on or an Associate's degree. There were no differences in globaJ
controllability attributions or relative percentages of causa l attributions by level of education,
p > .05. Absolute ratings fo r causation showed significant differences by educational level

for conD ict within the fa mil y of origin, F(3, 201) =3.95, p < .01, and conflict with others,
F(3, 200) = 3. 11 , p < .05 . Tukey's post hoc testi ng for fam ily of origin conflict revealed that

those with less than a high school education or some college (M = 3.92, SD = .95) were
sign ificantly different than those with a graduate degree (M = 3.49, SD = .97). The lowest
educational group gave significantly more weight to family of origin conflict than did the
group with the most education. Post hoc testirng for conflict with others revealed that
differences fo r the educational categories were not significant after removing the variance
accounted for by the other categories in the variable. After removing all cases in which
participants did not know anyone wit h depression, there were no significantly different
attributions by educational level.
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Discussion

Conclusions
The results support the hypothesized differences between causal and controllability
attributions. It appears from the analyses that the relationship between causal attributions and
controllabi lity beliefs varies by type of causation. Although some causal beliefs were related
to controllability beliefs, this relationship did not exist across all etiologies. In addition,
results suggest that participant variables (type of relationship to a depressed individual and
the severity ofthe depression of the person that they know) are related to respondents' beliefs
concerning the amount of contro l the individual can exert over the symptoms of depression.
Contrary to predictions, no curvi linear relationships were found.
The data were examined for differences between those who know and those who do
not know someone wi th depression. There were no significant differences between groups
for beliefs in the overall amount of control that an individual exerts over depressive
symptoms. Because causal athibutions were rated in two different manners (absolute ratings
and relative percentages), both sets of results were examined for differences. For absolute
ratings, those who knew someone with depression were significantly more likely to believe
biogenetic factors, family of origin conflict, and conflict wi th others caused the depression.
For relative percentage ratings, those who knew someone were only more likely to rate

family of origin conflict higher as a cause for depression.
The difference in these results suggests that the manner in which a question is asked
inOuences the way that indi viduals report their beliefs about causation. For example, when
exploring absolute ratings, there were significant differences between those who knew
someone with depression and those who did not. However, some of these differences were
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not apparent when studyi ng relative percentages of causal beliefs. Large standard deviations
among the causal percentage ratings suggest that there was great variability in responses,
with somewha t more variability among those who knew someone wi th depression. However,
we may conclud e that conflict, particularly family of origin conn ict, may be more salient to
those who know someone with depression.
Certain types of causal attributions appear related to beliefs about the controllability
of symptoms. The relationship between causal and controllability att ributions had similarities
whether analyzing the entire sample or on ly those who knew someone with depression. The
belief in chance as the ca use was correlated with ratings for controllability of symptoms
when examining abso lute causal ratings. When ana lyzing relative causaJ percentages, belief
in biogenetic or intrapersonal variab les were related to controllability beliefs. Subjects who
rated in trapersona l causation higher were more likely to believe individuals can control
depressive symptoms while those who rated biogenetic variables high as a cause of
depression were more likely to beli eve individuals have less control over their symptoms.
When analyzing only those who knew someone with depression, the relationship between
absolute ratings and controllabil ity included intrapersonal factors as well as chance, while
percentage ratings added beli ef that a higher power/evil was the cause as well as biogenetic
and intrapersonal variables.
These results suggest that the re lationship varies between the causes to which people
attribute depression and how much controllab~lity they believe people have over the
symptoms,of depression. In addjtion, there were differences in the relationship based on how
causal attributions were measured. These results provide some evidence that certain
etiologies (chance, biogenetic, intrapersonal, higher power/evi l) are likely to produce specific
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beliefs about controllability; but the relationship between controllability and causal
attributions does not exist across all causes. Therefore, we cannot make assumptions
concerning controllability based on causal beliefs. This supports Brickman et al.'s
attributional theory (Brickman, Rabinowitz, Karuza, Coates, Cohn, & Kidder, 1982), which
suggests that there is a difference between responsibility for the origin of a problem and
responsibi lity for the so lution to a problem. This is not consistent with presuming that a
belief in genetic factors is an ind ication that the person has no control over the outcome of
their illness.
This study also provided evidence that beliefs concerning the controllability of
depressive symptoms are associated with sev,eral aspects of an individual's relationship with
a depressed person. Those who had a parent/partner with depression believed this person had
more control over depressive symptoms than did those who had a child/sibling. This may be
a function of the type of relationship or due to the age differences ofthe depressed person.
In addition, severity of depression was associated with controllability beliefs. The
higher a participant rated the severity of depression in the person that they knew, the lower
were the bel iefs that the person could control the depressive symptoms. This finding may
help to explain varying results in previous attribution research (Casten, Rovner, ScmuelyDulitzki, Pasternak, Pelchat, & Ranen, 1999; Hooley & Licht, 1997; Licht, 2001). The study
that linked controllability attributions to remission of depression used inpatients with more
severe depression while the other studies were composed of individuals with less severe
depression, However, caution is advised because severity ratings in this current study were
subjective and may not be accurate ratings of the severity of depression. The ratings of
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severity may have been a ffected by the respondent's belief that individuals cannot control
their symptoms.
In addition, because the length of time that a participant knew someone with
depression and the number and length of episodes of depression were unrelated to
controllability attributi ons, we may presum e th at attributions do not change over time.
Although these results suggest that attributions do not change over time, this study utilized a
cross-sectional design; a longitudinal analysis may obtain different results. It shou ld also be
noted that controllability ratings, in general, were quite low. Most participants do not believe
that individuals have much control over depressive symptoms.
Further analyses exami ned differences in attributions by age. sex. and educational
level. Di ffcrenees by age when the whole sam ple was analyzed suggested that those 17-30
and 41-50 rated con f1ict within one's family of origin as a cause for depression higher than
did those aged 5 1 and over. After removing those who did not know anyone with depression,
differences for fami ly of origin conflict remai ned, with those aged 41-50 attributing higher
causation to this factor than did those aged 5 J and over. This suggests that conflict may be
higher in fam ilies in this age group. Consistent with previous research (Hooley & Campbell,
2002), there was no relationsh ip between age and controllability attributions.
An analysis of t he entire sample revealed that men believed symptoms of depression

are more controllable than did women. Contrary to previous research (Hooley & Campbell,
2002), there were no significant di fferences between sexes for only those who knew someone
with depression, although the trend continued with men being more likely to attribute control
than women. For absolute rat ings of causality, women were more likely to rate biogenetic
factors higher than men. Differences by sex also appeared when respondents assigned
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relative percentages to the seven etiologies, with males being more likely to believe chance
and conflict with others play a larger causal role than do women. However, after removing
pat1icipants who did not know anyone with depression, the only measurable gender
difference was for the causal variab le chance, with men assigning a higher percentage of
causation to chance than did women. lt appears that, in general, men are more likely to
expect individuals to be able to take control of their depression even if they are not
responsible for the cause of the depression.
Finally, difference by educational level for the entire sample showed that those in the
lowest educational group gave significantly more weight to family of origin conflict as a
cause for depression than the group with the most education. There were no differences by
level of education among on ly those who knew someone with depression.
Implications for Future Research

This research presents a new dimension from which to explore the relationship
between attributions and relapse or remission of depression. A common assumption in
previous research was that beliefs regarded as intemal causation result in higher attributions
for control, while beliefs regarded as external causation resulted in lower al1ributions for
control. If this were true, we would expect to see correlations between all causal and
controllabili ty attributions. However, the results of this study suggest otherwise. Because
there is no reliably significant relationship between all causal and controUability attributions,
it may prove important to identify whjch types of attributions are being measured. Previous
studies cod~d attributions extracted from interviews only if the statement contained a causal
attribution. Attributions of control may not have been extracted if they were not related to a
causal statement. In addition, many studies did not distinguish between control over the
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cause of the illness or the resulting symptoms/behaviors. Previous work can be reassessed in
light of the results of this study and may help to clarify the relationship between EE,
attribut ions, and the course of mental illness.
In add ition, the lack of a strong assocjation between causal and controllability
attributions points to the care that must be taken when measuring allributions. The
measurement of different constructs may result in connicting results for various studies. The
discrepancy in results among the attribution literature may be due to variations in the
attributions under study. For examp le, coding a remark in an interview as uncontrollable
because the individual commented on an environmental etiology such as unemployment may
be misleading. This study showed that there is no relationship between the belief in
environmental causation and the amount of control depressed individuals are expected ro
exert over their symptoms.
Furthermore, the major findings concerning controllability attributions- the
association with severity of depression and type of relationship-suggest that psychologists
should consider these factors when researching the relationship between depression and
attributions. This suggests that when studying attributions, the level of severity of depression
should be considered. Using mean ratings across all participants regardless of severity may
obscure resulls. Another factor that causes variability in ratings for attributions is the

relationship between the rater and an individual with depression. This study suggests that
those with a partner or parent with depression attribute more contTollability to their relative
than do tho~e wi th a child or sibling with depression.

However, we still do not know whether controllability attributions are related to risk
of relapse or remission of depression. ft is suggested that future studies consider measuring

Attributions Others Assign to Depressed Individuals 43
attributions for controJlability of current symptoms separate from controllability of the origin
ofthe problem to determine which are most salient to relapse or remission of depression. ln
addi tion, future studies may want to consider controlliJlg for type of relationship, severity of
depression, and the gender of the participants.
Limitations of the Study

ln additjoo lo factors noted above, thi s research was considered an exploratory study.
Therefore, the resu lts need to be interpreted with caution. Many of the pa11icipants in this
study may have reported retrospectively since the survey did not request only responses from
those who currently knew someone having a depressive episode. Responses concurrent with
a known person's depressive episode may resull in different responses. In addition, this
sample was drawn fi·om within a university setti ng. Cross-validation using a broader
community sample may confirm or disconfirm the present study's findings.
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Appendix A
SAMPLE DEPRESSION ATTRIBUTION QUESTIONNAIRE
We all get sad from time to time, and many people say they are depressed. But clinical depression is
a pers1stent depressed mood that interferes with daily function1nq. Your answers on this survey can
give us a better understanding of depression.

Thank you for your help!
Please answer the following questions on the scantron with a number 2 pencil.
1. What is your age?
A)17-21 B)22-30

C)31-40

D)41-50

E)51+

2. What is your race or ethnic group?
A) White, non-Hispan1c B) Black C) Latino/Hispan1c D) Asian
E) Other, please specify: - - - - - - - - - - - - 3. What is your gender?
A) Male B) Female
4

What is the highest level of education you have completed?
A) Less than h1gh school
B) High school
C) Some college or Associate's degree
D) Bachelor's degree
E) Some graduate education or certificate
F) Graduate degree (MS or above)

5. Have you been diagnosed with clinical depression, hospitalized or placed on antidepressants
for depression (not for bipolar disorder or schizophrenia)?
A) Yes
B) No
6. Do you know anyone who has been diagnosed by a doctor or mental health professional with
clinical depression, hospitalized or placed on antidepressants for depression (not for bipolar
disorder or schizophrenia)?
A) Yes
B) No - If no, please skip to quest ion 17.
If you know more than one person, please t hink of t he person whose depression is or was
the most sev ere.
7 What is th1s person's relationship to you?
A) Parent
B) Sibling
C) Child
D) Spouse/partner
E) Other relat1ve
F) Friend
G) Acquaintance/coworker
H) Other, please specify: _ _ _ _ _ __ __ _ _ _ _ _ _ _ __

p
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8. What is this person's gender?
A) Male
B) Female
9. How close do you feel to this individual?
A) Not at all close

B) Somewhat close
C) Moderately close

D) Very close
E) Extremely close
10. How long have you known that this person suffers from depression?
A) Less than 6 months
B) 6 months - 1 year
C) 1-2 years
D) 2-5 years
E) 6-10 years
F) 10+ years
11 . How many episodes of depression has this person had since you've known about their depression?
A) 1 relatively brief, clearly defined episode
B) 2 episodes

C) 3
D) 4
E) 5+
F) Continuous
12. What was the typical length of this person's depressive episodes?
A) 2 weeks
B) 2-4 weeks
C) 1-2 months

D)

3-6 months

E) 7 months-1 year
F) More than 1 year

13. What was the severity of this person's most recent episode?
A) Very mild
B) Mild
C) Moderate
D) Severe
E) Very severe

...
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14. Have you lived with this person while they had a depressive episode?
A) Yes
B) No
15. Do you feel responsible for the depression?
A) Not at all
B) A little
C) Moderately
D) A lot
E) Completely
16. Has this person ever had a suicide attempt?
A)Yes
B)No
Listed below are some symptoms that are associated with depression. Rate how much control you
believe the depressed person that you know has over each symptom. If you don't know anyone
personally with depression, rate each statement as you believe it would apply to most individuals
with depression .

Please answer on the scantron using a number 2 pencil. Also please make
sure you begin with item 17 on the scantron if you did not answer questions 7

- 16.
A - Not observed/don't know
B - No c ontro l
C - A little control
D - Moderate control
E - A lot of contro l
F - Complete control
17.Crying a lot.
18. 1rritability, complaining.
19. No interest in activities that were previously enjoyed.
20. Significant increase or decrease in appetite.
21 . 1nsomnia.
22. Sleeping all the time.
23. Being so tired, that he or she won't get out of bed.
24. Fatigue that keeps normal activities from being accomplished.
25. Talk of worthlessness , hopelessness , or inappropriate guilt.
26. Inability to concentrate or make decisions.
27. Talking of death or suicide.
28. Low self-esteem.
29. Oel~sions or hallucinations (hears or sees things that others don't).
30. Complaining of body aches and pains.
31. Social withdrawal from others.
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There are many theories that attempt to explain what causes depression. Please think about the
following items and rate the extent to which you agree with each statement using the following scale.
In particular, think about whether each statement applies to the person you know with depression. If
you don't know anyone, rate each statement as you believe it would apply to most individuals with
depression.

Please answer on the scantron using a number 2 pencil.
A- Stro ng l y Di sagree
B- Disagree
C - Neutral/u ndecided
D - Ag ree
E - Strongly Agree
Clinical depression

IS

due to:

32. genetic/biological factors.
33. chance/bad luck .
34. family of origin conflicts (conflict within the family they grew up in).
35. conflicts with peers, romant1c partners, children, etc.
36 . a higher power/evil working in the world.
37 . environmental difficulties (e.g. stress, unemployment, illness, death of a loved one, trauma,
etc.)
38. intrapersonal problems- something in particular about the individual (e.g. personality, poor
cho1ces, maladaptive cognitions, insufficient effort, unfulfilled desires).
Please estimate the percentage to which each of the causes listed below is responsible for
depression in the person that you know (or for most depressed individuals if you do not personally
know anyone with depression). Some items may be rated as 0% if you believe that they are not at all
responsible for causing depression. However, make sure you assign a percentage to each item
and that the numbers total100%. W rite the percentages in the blanks provided on this sheet.
_ _ 39. Genetic/biological factors.
40. Chance/bad luck .
_ _ 41 . Family of origin conflicts (conflicts within the family they grew up in).
_ _ 42. Conflicts with peers, romantic partners, children, etc.
_ _ 43. A higher power/evil working in the world.
44 Environmental difficulties (e.g. stress, unemployment. illness, death of a loved one.
trauma, etc.)
_ _ 45 lntrapersonal problems- something 1n part1cular about the Individual (e.g. personality,
poor choices, maladaptive cognitions. insufficient effort, unfulfilled desires).
100% TOTAL

T hank you for your participation!
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Appendix B
Supplemental Tables
Table B I
Factor Analysis of Controllability Items.

Component I

Component 2

Crying

.53

.12

Irritable

.63

-.19

No interest

.65

.30

Appetite

.67

.51

Insomn ia

.58

.57

Sleeping

.75

.12

Tired

.83

-.0 1

Fatigue

.79

-.02

Hopelessness

.79

-.32

Concentration

.82

-.09

Suicidal

.53

.12

Self-estcern

.63

-.19

Delusions

.65

.30

Aches

.67

.51

Withdrawal

.58

.57
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Table 8 2

_f.orrelations between Relationslu[!_ Variables and Controllabilitv Attributions.
Length of
Time Known
Severity
Episodes
Close
Episode
_?ymptom
Globa l
controllability

.05 (121)

.07 ( 123)

.07 (122)

.01 (117)

-.18 (122)*

Crying

. I I (I 16)

.02 {1 18)

.04 ( 117)

.03 (113)

-.20 (11 7)*

Irri table

-.08 (123)

.09 (125)

-.03 (124)

-.03 (11 8)

-.07 (124)

-.02 (123)

.07 (125)

.04 (124)

-.06 (120)

.00(124)

Appetite

.06 ( 118)

.07 (120)

.05( 119}

-.09 (115)

-.16 ( 119)

Insomnia

-. 15 (105)

-. 06 (I 07)

-.0 1 (106)

-.10 (102)

-.26 (I 06)**

Sleeping

.02 ( 112)

.10 ( 114)

.21 (11 3)*

.14 (II 0)

-.04 ( 11 3)

Tired

.08 ( Il l)

. 16 ( 11 3)

.06 (112)

-.03 (I 08)

-.16(112)

Fatigue

.03 (114)

.14 (116)

.13 (115)

.00 (Ill)

-.09 (115)

Hopelessness

.06(122)

.07 (124)

.05 (123}

.04 (118)

-.06 (123)

Concentration

.06 ( 123)

.18 (125)*

.06 (124)

.06 (120)

-.1 8 (124)

Suicidal

.21 (101)*

.08 (103)

.02 (102)

.04 (98)

-.11 (102)

-.03 {124)

.00 (126)

-.04 (125)

.02 (120)

-.11 (125)

Delusions

.21 (75)

.03 (76)

.00 (75)

.00 (71)

-.16(75)

Aches

.05 (109)

.0 1 (111)

-.02 (1 10)

-.04 (106)

-.11 (110)

-.0 I (125 )

. 10(127)

.09 (126)

-.05 (120)

-.04 (126)

o interest

Self-esteem

Withdrawal

Note Pan.c1pnQIS were allowed to answer .. not observed/don't know" for the controllability attributions and
these were excluded from analyses. N for each set of vanables is in parentheses.
I

p < .OS. .. p < .0 1.

.

..................................

--~~----------------------------
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Table 8 3
Mean Glohal Comroflahility Allribution Differences by Type of Relationship.

Relationship

Parent

Spouse/partner

Child

Sibling

Parent
Spause/partner

.22

Child

.73*

.96**

Sibling

.33

.55*

.41

Other relative

.10

.32

.64*

.23

Friend

.09

.31

.64*

.24

Acquaintance/coworker

.31

.54

.42

.01

Other

.53

.75*

.21

.20

Note. Mean differences were analy7ed using the Least Significant Difference comparison.
t

p < .05. . p < .01.
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